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bids fair to bring this useful form of truss into disrepute, and we are daily expect¬ 
ing to meet the practitioner whose sensitiveness is such that he shrinks from a cure 
whose name he has learnt to mistrust and dislike; but we feel bound to say we 
have not come across him yet.— Lancet, Nov. 10, 1883. 


Castration for Uterine Fibroma. 

Dr. Vie DOW, of Freiberg, read a paper on this subject in the Section of 
Gynmcology at the fifty-sixth deutschen Naturforseher versammlung, in Septem¬ 
ber, 1883. 

Wiedow stated that the value of castration in these cases had been very 
differently estimated at different times. When this operation was first intro¬ 
duced, the enthusiasm was very great, and it was performed unnecessarily 
and in improper eases; consequently it fell somewhat into disrepute. He 
presented a short review of the eases which have been performed up to the 
present time. There have been 63 cases, of which 12 ended fatally. Hegar 
operated 21 times, 3 cases dying, giving a mortality of fourteen per cent. In 
one of his cases, the patient was very much better for six months, and the 
tumour had decreased, but then menorrhagia set in and at the same time fluctua¬ 
tion was detected in the tumour. The patient died a month later. The autopsy 
showed a fibro-cystic tumour, the lymph spaces of which were filled with puru¬ 
lent serum. In this case, as in one of Schroder’s, the tumour again grew and 
became very large; the prognosis is unfavourable in these cases. 

The results in the remainder of Hegar’s 17 cases were very satisfactory. The 
menopause came on sooner or later, and the tumours decreased in size. Com¬ 
parative drawings of the tumours before and after the operations were shown, 
and four of the patients were exhibited for examination. In reply to a question 
by Schatz as to whether the functions of the ovaries were not already lost, Wie¬ 
dow stated that they were not. 

Freund reported 6 cases operated on by him. The results were favourable; 
the tumours shrivelled, the bleeding ceased, returning in one case at intervals of 
four to five weeks. Only in one case was the result not good ; in this a very 
large tumour developed. 

Hegar does not so much consider the size of the tumours as the method of 
operating, and the dangers of one operation over another are to be carefully 
weighed. Castration seems to be the least dangerous, and the operation is to be 
recommended if the tumour is not yet of very large size. He remarked that, at 
the normal climacteric, there a cystic degeneration of very large 'fibromata may 
take place, or first shrinking and then subsequent growth, just as after castration. 
On this account he thinks the prognosis of castration for very voluminous tumours 
doubtful.— Centralbl.f. Gynak., Nov. S, 1883. 


The Vaginal Extirpation of Carcinoma of the Uterus. 

At the late annual meeting of the British Medical Association, Prof. Carl 
Schroeder, of Berlin, read a paper on the subject, in which he said :— 

The operative removal of cancer of the uterus is always indicated when it is 
thought possible to remove all the tissue involved by the neoplasm. If this 
seem possible, or even probable, the only reason for abstaining from the opera¬ 
tion ought to be severe constitutional diseases threatening life in a measurable 
space of time, such as tuberculosis or Bright’s disease. 

The question whether it is possible to operate radically may sometimes be very 
difficult indeed to answer, and it would be illusion to suppose it possible to 
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decide it with the utmost certainty. It is possible, however, to distinguish under 
not too unfa vburable circumstances, with perfect certainty, very small infiltrations, 
such as occur principally along the lymphatic vessels. For this purpose it is abso¬ 
lutely necessary to narcotize the patient, and to examine her in the dorsal position 
by the bimanual method. By pulling down the uterus with a volsella, and introduc¬ 
ing two fingers into the rectum, the different organs of the pelvis and the pelvic 
cellular tissue are thoroughly investigated by letting the tissue pass, piece by 
piece, between the examining fingers. If the uterus be found to have lost its 
normal mobility, this must give rise to suspicion, although it may be the result 
of adhesive perimetritis. Hard infiltrations along the sides of the uterus, dimin¬ 
ishing in thickness towards the broad ligaments, or small round nodules in the 
recto-uterine ligaments, are very characteristic of malignant infiltration. Finally, 
unusual inflation of the cervix shows that the neighbouring cellular tissue has 
already participated in the carcinomatous process. On the other hand, it is easy 
to decide by digital examination, as well as with the speculum, how far the 
neoplasm has extended on to the vagina. 

A very important question is, how far up along the mucous membrane of the 
cervix, and of the corpus uteri, the carcinoma reaches. I believe that we can 
derive valuable information upon this point from the study of the form in which 
the neoplasm presents itself. For instance, in the most frequent form, cancroid 
of the vaginal portion (cauliflower-excrescence) we see these mucous membranes 
either not at all involved, or only involved at a very late stage of the disease. 
This is very characteristic, for we often find the cancroid extending far up into 
the wall of the cervix, excavating the tissue by ulceration, while a piece of the 
mucous membrane of the cervix, in a state of catarrhal inflammation, but not 
malignantly involved, hangs over the ulcerated cavity. On the contrary, the 
cancroid attacks first the mucous membrane of the vagina, next the pelvic cel¬ 
lular tissue, after that the tissue of the cervix, and finally the mucous membrane 
of the latter. 

The second form in which carcinoma occurs, is the primary carcinoma of the 
cervical mucous membrane (encephaloid). It progresses just in the contrary 
order. Ulcerating first the wall of the cervix, and then that of the uterus, it 
extends relatively late beyond the external os on to the mucous membrane of 
the vagina, and on to the pelvic cellular tissue. 

Between these two forms we must place primary cancer of the wall of the cer¬ 
vix (scirrhus). It involves, at an early period, the body of the uterus and the 
cellular tissue of the pelvis. Besides this, it often perforates through the top of 
the vaginal portion into the vagina, or towards the cervical canal, attacking the 
mucous membrane of the cervix very late. Cancroid of the vaginal portion thus 
leaves the uterine mucous membrane intact, while the cancer of the cervix spares, 
for a length of time, the pelvic cellular tissue. Besides these forms, the cancer 
is found primary on the mucous membrane of the body of the uterus, extending 
thence on to the cervix. 

We now come to speak of the removal of the diseased parts. It is always 
possible to remove the uterus, even if the whole of this organ be diseased. The 
adjacent parts of the vagina can also be removed if they be involved. I have 
even performed total extirpation of the vagina successfully on account of 
superficial primary cancer of the vagina, although a recurrence followed later. 
Thus the possibility of removing even extensive parts of the vagina must be 
admitted. It is, however, another question whether it is advisable to under¬ 
take extirpation under such circumstances ; for, where extensive parts of the 
vagina are attacked, the deeper tissue will always be found diseased, and the 
operation will, most probably, not be radical. Admitting that it is possible to 
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remove small nodules situated above the cervix, or behind the vaginal fornix, 
there will generally be more germs lying deeper ; and to follow these up like 
the extirpation of the axillary glands after the amputation of the mamma, would 
be a matter of impossibility. Even when the infiltrated cellular tissue seems to 
be limited to the parts close to the cervix, an operation in healthy tissue will not 
be possible ; for in pulling down the ulcerated cervix with the volsella, it will 
tear, and render the operation impracticable. 

It is often possible, however, to remove cancroid of the vaginal portion radi¬ 
cally, and, under favourable circumstances, also cancer of the wall of the cervix, 
if they be discovered at an early period. If they be found not to extend higher 
up than to the internal os, or a little further (for it is possible to perform partial 
excision above this point), supravaginal amputation can be performed. Cancer 
of the cervical mucous membrane, and of the body of the uterus, always necessi¬ 
tates total excision of the uterus. 1 

The supravaginal amputation is performed in the following manner: A 
Museux’s volsella is attached to each lip, and the uterus drawn firmly down¬ 
wards. In some cases, it is then advisable to divide the cervix on both sides up 
to the vaginal fornix. The knife is now carried around the vaginal mucous 
membrahe, dividing it all around in healthy tissue, and about one centimeter dis¬ 
tance from the diseased parts. After this, I push the anterior vaginal fornix, 
and with it the bladder and its peritoneal duplieature, upwards above the level 
of the internal os. Then, always dragging the uterus firmly downwards, 1 cut 
off the anterior lip transversely, taking care to make the incision in healthy tissue. 
The hemorrhage is then arrested by suture, deep stitches being taken to unite 
the vaginal with the cervical mucous membrane, and these being pulled over the 
stump. The same proceeding is repeated with the posterior lip, during which 
manipulation the peritoneum of Douglas’s pouch is generally torn. Finally, the 
bilateral incisions are closed, deep sutures uniting the fornix with the sides of 
the uterus. 

Should it bo necessary to perform total extirpation of the uterus, this is 
executed in the following manner : Two volsella! are again applied to the lips ; 
these pull the uterus as far down as possible. A circular incision is then made 
in healthy tissue around the cervix, and the vaginal mucous membrane pushed 
back and upwards, as in the previous operation. Next, Douglas’s pouch is 
opened by a transverse incision, and the uterus is then turned over, so that its 
fundus appears in this opening. This is not always an easy manipulation. I 
generally first produce a retroflection of the uterus, then catch the fundus with a 
volsella, and pull the body of the uterus through the incision in Douglas’s pouch. 
After this has been done, it is easy to separate the peritoneum of the vesico¬ 
uterine pouch, leaving the uterus now only attached to the broad ligaments. 
These are ligatured either with a single ligature, or separately in different por¬ 
tions. Finally, the uterus is cut off close to its side, leaving a broad piece of 
tissue between the ligatures and this incision, in order to prevent the ligatures 
from slipping off, a most disagreeable event, which otherwise is likely to occur. 
After having performed this on one side, it is repeated on the other side in the 
same manner, this being generally much easier. The wound in the peritoneum 
is now closed. In stitching it, I generally attach the ligatured broad ligaments 
to the corners of the wound. They thus form two pedicles, turning their stumps 
outside, enabling me to stop any hemorrhage that might occur later on. Between 

1 In case of cancer of the uterus, complicated with prolapse, I only removed the 
body of the uterus, sparing the cervix, which was not diseased. The patient made a 
good recovery. 
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both stumps, I leave a small opening for a T-shaped drainage-tube, the end of 
which, protruding out of the introitus, is wrapped up in salieylated cotton. This 
cotton is removed as often as it is soaked ; otherwise the patient is left quite to 
herself. The sutures are removed after a fortnight. 

The technical execution of this operation is certainly not to be called easy. In 
order to perform it with skill, the operator must be accustomed to cervical opera¬ 
tions, and to the manner of using the knife and ligatures in the depth of the 
vagina. Above all, it is necessary to take all the possible advantage of the 
mobility of the uterus, drawing it far down towards the introitus. 

The principal danger of the operation consists in the ligatures slipping off the 
broad ligaments. It is then very difficult to stop the hemorrhage from the 
uterine or the spermatic arteries, for the stump generally retracts in such cases, 
and the blood flows upwards into the abdominal cavity. 

The operation is very difficult when the vagina is narrow. Thus it is not easy 
to perform on nullipara;, and is often impossible on very old women. Besides, 
it will scarcely be found possible to perform it when the uterus is very much 
enlarged ; for instance, when it has reached the size of the pregnant uterus in 
the third month. In such cases, it may be necessary to perform Freund’s opera¬ 
tion—the total removal of the uterus by laparotomy ; but this latter operation, 
as experience has shown, is much more dangerous than the excision through the 
vagina. 

As to the success obtained by the vaginal extirpation, I must admit that it is 
not yet to be called satisfactory, especially as far as the question of recurrence is 
concerned. I have lost 7 out of 23 patients operated upon. This I consider 
a very bad result, for the operation, although a difficult and a dangerous one, 
ought to make us expect better results. We certainly may hope that it will 
follow the lead of the other large gynecological operations, showing a better 
prognosis as fast as the technical methods become more perfect. 

The supravaginal excision is much less dangerous. I have operated on 64 
patients with 8 cases of death. Unfortunately, in a great number of my patients 
I have seen recurrence, in some cases after two or three years. Other cases 
have withdrawn from my observation, and only very few have remained until to¬ 
day quite without recurrence. This might also be a reason for discouraging us. 
We have, however, the consolation that the operation is performed according to 
correct principles, and that the prognosis will no doubt improve by and by, 
especially if the operation be performed early and radically. Besides, even if 
a recurrence take place, the patient suffers little towards the end of her life, com¬ 
pared with the dreadful suffering produced by ulcerating cancer, for the disease 
generally does not recur on the cicatrix in the vaginal fornix. It spreads up¬ 
wards on to the pelvic cellular tissue, and saves the patient from the dreadful 
symptoms of cancer, from hemorrhage and ulceration. Let it thus be our 
object to endeavour to improve the prognosis of the operation, and let us bear in 
mind that the fate of these patients is such that, if only one out of twenty be 
radically cured, this ought to be considered as a good result, and as a consolation 
for many cases treated unsuccessfully. 

Sir Spencer Wf.els (London) read a letter received from Professor Ols- 
hausen, recording modifications in the published description of his operations up 
to 1881. These consisted of not ligaturing the broad ligaments until late in the 
operation, and then using elastic ligatures, which prevented hemorrhage. The 
elastic ligature was applied by means of a bent aneurism-needle round the broad 
ligaments. It was essential to leave a considerable amount of cellular tissue to 
form a long stump, to prevent retraction and slipping off of the ligatures. The 
operation was performed under an irrigation of a two per cent, solution of car- 
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bolic acid. After the operation, Douglas’s pouch was washed out with a four 
per cent, solution of boracic acid. A large drainage tube was introduced, the 
peritoneum being now stitched together. The vagina was packed with loose 
iodoform gauze. This gauze was generally removed between the fourth and 
eighth days, and the drainage-tube about the same time. The elastic ligatures, 
however, remained two or three weeks. This operation he deprecated when the 
uterus could not be drawn down as low as the vulva. He had performed, or 
attempted to perform, the operation twenty-eight times during the last two and a 
half years. In three eases, he had to be satisfied with the supravaginal opera¬ 
tion ; the patients recovered, but one had vesico-vaginal fistula. In the twenty- 
five remaining cases, the operation was completed ; seven of the patients died : 
two on the day of operation j three of septicaemia on the second and third days ; 
one of carbolic poisoning on the second day; and one of iodoform poisoning on 
the sixth day. Besides these, one died suddenly of embolism of the pulmonary 
artery on the twenty-sixth day. (A similar case had also recently occurred in 
his practice within the last few days, where he had performed myotomy.) Of 
the seventeen remaining cases: in two, no return took place for one year; in 
two, two years had elapsed without a return ; in four or five, a recurrence had 
taken place. He then proceeded to oriticize the operation, and to express a 
guarded opinion as to its desirability. In one ease, he had removed the uterus 
in a pregnant woman ; she lived only eighteen months. He called special atten¬ 
tion to the danger of injury to the ureters, which appeared to have escaped in 
the mode adopted by the Germans, in pushing up and stripping with the finger 
the loose cellular tissue which surrounded the supravaginal portion of the cervix. 
Such success had not attended other operators. He strongly deprecated any 
one attempting the extirpation of the uterus, without previously performing the 
operation on the dead body. 

Mr. Knowslky Thornton was profoundly disappointed with the results 
given by Schroder and Olshausen, who admitted a mortality of thirty-four and 
twenty-eight per cent, respectively, the results of the latter being made quite as 
bad as those of the former by the three incomplete operations, one of which had 
left the patient in miserable plight with an urinary fistula. In face of such mor¬ 
tality, he was not at all prepared to accept the dictum contained in the opening 
of Dr. Schroder’s paper. It was true that the results of ovariotomy were as 
bad in the early days, but there could be no comparison between the two opera¬ 
tions. Look at the number of patients restored to perfect health by ovariotomy, 
and look at the number dying miserably with recurrence shortly after extirpation 
of the cancerous uterus. Dr. Schroder said that, if one case in twenty could be 
cured, it was worth the general results. He could not agree with this ; for what 
certainty was there that the one patient who was cured really had malignant 
disease at all ? It was very difficult, in the epitheliomatous forms, to be quite 
certain, even after microscopic examination, that the disease was malignant; and 
he altogether distrusted examination by touch for defining the limits of the dis¬ 
ease. It was well known to every microscopist how these malignant epithelio- 
mata sent out long processes of cells into the neighbouring healthy tissues, often 
single rows, stretched for long distances up the lymphatics, far beyond the 
apparently diseased parts. The immediate results must be totally different from 
those at present obtained, and the after results also, before the operation could 
be admitted to a place among the legitimate operations in surgery. With pres¬ 
ent experience, he infinitely preferred the partial operations on the cervix, with 
the addition of the application of chloride of zinc. He was astonished to find 
Dr. Schroder placing the mortality of these operations so high ; he had not 
operated very often, but he had never lost a patient, and several had had long 
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periods of freedom from recurrence. He believed that the operations for the 
complete extirpation of the cancerous uterus would soon drop out of surgical 
practice, as they had done in a past generation. The vaginal method appeared 
to be the best, but it was a poor best in immediate and after results, and usually 
necessitated leaving the tubes, or a great part of them, lest the pedicles on each 
side should slip; and what probability was there, that organs, so continuous in 
structure with the uterus as these were, would be free from the disease ?— British 
Med. Journ., Sept. 15, 1883. 


Cancer of the Cervix and its Treatment. 

Dr. A. Wynn Williams read a paper on this subject at the late meeting of the 
British Medical Association. There appears to him to be little or no difference 
between epithelioma of the cervix of the uterus and those forms of cancer known 
as medullary tumour growing from the same organ ; the difference, if any, 
depending solely on the nature of the texture of the organ whence originating; 
the medullary tumour having its origin from the inner textures of the cervix; 
epithelioma, or the cauliflower growth, from its external covering. 

Whenever we have any suspicion that such a disease as cancer exists, no time 
should be lost in ascertaining whether or not such is the case. Thus, whenever 
a patient complains of continuous pains in the back, extending down the thighs, 
especially the left, with irregular and profuse discharges from the uterus, together 
with discharges coming through the vagina, of a watery, sanious, and offensive 
character, she should be made to understand the absolute necessity there is to 
ascertain with certainty the nature of her malady, and of what vital importance 
it is to her, as the only hope of cure is in the early stage of the disease. 

Whenever the disease has extended to the adjacent parts, such as the mucous 
membrane of the vagina proper, or to the neighbouring glands, or when the 
uterus is firmly fixed, you must not expect to do more than palliate the patient’s 
sufferings ; when, however, the uterus is partially fixed, without ulceration of the 
mucous membrane of the vagina, much may be done to prolong life. 

When we have satisfied ourselves that a patient is suffering from cancer of the 
neck of the uterus, whether of an epitheliomatous or medullary character (prac¬ 
tically there is no difference in the treatment), and the disease is confined to the 
uterus, we should proceed at once to get rid of as much of the diseased parts as 
is possible. This I do by means of the icraseur , cautery-knife, scoop, scissors, 
and scalpel; the patient reclining on her back, and under the influence of some 
anajsthetic. 

In cases of epithelioma, or the cauliflower-growth, I remove the neck of the 
uterus with the (craseur, taking as much off as I possibly can without cutting 
into Douglas’s pouch. Having done this, I introduce a large-sized speculum into 
the vagina, and apply the cautery to any bleeding points; removing at the same 
time, if necessary, with the cautery-knife, scissors, or scalpel, all diseased por¬ 
tions within reach—preferring the cautery-knife. I then apply a flat cautery 
freely to the whole of the raw surface, to prevent hemorrhage, and also for the 
purpose of causing a certain amount of slough. I then apply a plug of cotton¬ 
wool smeared over with a solution of perchloride of iron and glycerine, fill the 
vagina with cotton-wool, and apply a T-bandage. These plugs may be left in 
for two days, then removed, and the vagina syringed with a weak solution of 
tincture of iodine and water three or four times a day until the slough has sepa¬ 
rated. When this has taken place, I apply to any suspicious-looking part a 
strong spirituous solution of bromine (one drachm of bromine to three of spirit 
of wine), by means of a small pledget of cotton-wool. This is left in contact 



